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CHAPTER - ONE 
INTRODUCTION 
This is the fact that stress of modern times is on 
everyone's lives and living under the media. Stresses, a 
lifestyle crisis. Life-related diseases like coronary 
heart disease, hypertension, stroke, diabetes, obesity, 
cancer, fibroids etc., are the results of stress. Stress 
is something that can create physical and psychological 
problems in any part of the body: stress is a disease to 
some and, certainly it is a stigma for many. Stress 
creates many imbalances at the physical, physiological and 
psychological levels. No one is willing to accept that 
stress is a reality. 
Stress is big business devoted to help us manage or 
eliminate our stresses. The relaxation techniques, 
masseurs , Yoga Taichi or health clubs devoted to managing 
stress have mushroomed, in recent years until stress has 
become a fashionable affliction. Pharmaceutical companies 
manufacture psychotropic drugs to help and alleviate with 
our stress. Musicians and cassette companies producing 
relaxation tapes or sedating music to cope with stress. 
Yoga exercise and aerobic Gurus propose all types of 
programs to tape all that energy of stress and burn it 
away. Those who are engaged in either of the coping 
strategies they are less stressed today. 
Job or occupational stress and the organizational 
role stress are the major source of discourse among human 
resource managers around the world. The stress levels of 
doctors who are involved in surgery seem to be increasing 
at alarming rates. In the present study, it is viewed 
that not all doctors approach stress in exactly the same 
way. Doctors who are exposed to condition of threat (i.e. 
operation or administering anaesthesia) has a unique energy 
system and a unique way to process that emotional, 
physical and mental stress. Through identifying the 
effects of surgical stressor among doctors, we can suggest 
that ways for coping and their psychological well-being. 
Those who thrive on stress and use it positively affects 
little to their psychological well-being, whereas others 
who use it negatively affects their psychological well-
being to a greater extent. 
STRESS : Concept and variations of Stress 
Stress is a fact of life. Some stress is imposed 
upon us and some is our own choosing. Many stresses are 
so typical of our society that we tend to take them for 
granted. Similarly we usually accept the stress that can 
result from caring for other people. To say "No" to our 
stress would be equivalent of saying "No" to life. 
According to Selye (1974) "complete freedom from stress is 
death" (p.20). 
Cannon (1929) introduced the concept of stress in 
life sciences. He considered it as a pattern physio-
logical reactions that prepare an organism for action 
either "fight or flight". He explained a lot of stress 
phenomena on the basis of his fight or flight theory. The 
fight or flight response used by stone ancesters is no 
longer appropriate. It is also dangerous. 
Hill (1949) considered stress in light of its 
effect on the family system rather than on the Individual. 
He proposed the ABC-X model of family stress in which A 
represents the stressor event, B represents the family's 
resources for coping with stress, C refers to the families 
interpretation of the event, and X denotes the outcome 
following the stress, A famir's reaction to a stressors 
then depends on several factors including what a parti-
cular event is, how well a family is prepared to deal with 
it and how the family regards the event. 
A response-based model of stress views stress as 
the nonspecific response of an organism to a demand placed 
upon it (Selye, 1956). The demands ranged from initially 
physical to psychological and social demands later. From 
this point of view, a wide variety of environmental 
events, known as "stressors", can produce the same stress-
response syndrome. From studies with animals, Selye 
identified a three stage reaction to stress consisting of 
alarm, resistance and exhaustion known as the "general 
adaptation syndrome". 
1. Alarm Stage 
This involves "fight or flight" reactions, and 
therefore the activation of the sympathetic division of 
the ANS. 
2. Resistance Stage 
In this stage the stress continues, the body 
attempts to revert to normal functioning, while at the 
same time coping with the additional adrenaline in the 
blood stream and the effects which it produces. 
3. Exhaustion stage 
In this phase, the general adaptation syndrome is 
characterized by a return to apparently normal levels of 
heart rate, blood pressure, and the like, but is identi-
fiable by an excessively high level of adrenaline remain-
ing in the blood stream. This produces immediate and 
strong- sometimes excessive reactions to even mild sources 
of additional stress. 
Kagan (1971) defined stress as a pattern of 
adaptive physiological reactions . 
Zimbardo (1988) defined stress as "the pattern of 
specific and non-specific responses an organism makes to 
stimulus events that disturbs its equilibrium and tax or 
exceed its ability to cope" (p. 496). These authority 
emphasized the importance of our perception and response 
to such events. 
Another approach of stress research is the stimulus 
based model which views stress as a characteristic of the 
variety of external and internal stimuli rather than the 
response of the organism. Laboratory and non-laboratory 
studies have investigated the nature of stress by using 
stimuli as electric shocks, noise crowding; daily hassel 
and environmental conditions boredom, uncontrolable 
stimuli, and sleep deprivation (Appley & Trumball, 1967; 
Glass & Singer 1972; Gunderson & Rahe, 1974; Holmes and 
Masuda, 1974). We prefer to use the term stressor to 
refer to events that can cause stress, the organism's 
biological and behavioural response to the stressor. 
However, a number of researchers have argued that 
neither the response based nor the stimulus-based model of 
stress adequately account for the phenomena associated 
with it. Therefore, an Interaction Model has been 
proposed which takes into account individual differences 
in cognitive and social variables and views stress as an 
Interaction between the individual and the environment. 
Cohen (1980) reviewed the laboratory studies on noise and 
crowding and concluded. "The relationship between a 
potentially stressful level of environmental situation and 
a stress response is mediated by a number of cognitive 
processes. Moreover, in a great number of situations, the 
psychological properties of the overall situations are 
better determinants of stressor (p. 178)". In other 
words, stress may be said to be "in the eye of the 
beholder". 
The term stress has been used variously to refer to 
(a) stimulus (external forces acting on the organism), 
(b) response (changes in physiological functions), 
(c) interaction (interaction between an external force and 
the resistance opposed to it, as in biology), and (d) more 
comprehensive combinations (Selye, 1979). 
There is also a considerable debate among stress 
researchers about how to adequately define stress. As 
Singer (1980) has pointed out, there is still only limited 
agreement among researchers regarding the definitions of 
stress. A definition that incorporates both the "Positive" 
and "Negative" kind of stress in our lives has been 
offered by Monet and Lazarus (1977): "Stress 
consists of any event in which environmental demands, 
internal demands or both tax or exceed the adaptive 
resources of an Individual Social System or tissue 
system". This definition includes a number of concepts: 
(a) environmental demands alone can be stress producers; 
(b) Inner emotional conflicts alone can be stress producers; 
(c) environmental and inner demands can combine to produce 
stress when either one alone might not; (d) all people 
have "adaptive" resources; (e) adaptive resources exist on 
several different levels; and (f) stress involves situa-
tions in which our adaptive mechanisms are overburdened. 
Lazarus (1980) sees stress as a result of a 
transaction between person and environment. The way 
people appraise or construe their relationship with the 
environment is a function of cognition, or thought. These 
thoughts influence the way people feel. The two concepts 
stress and coping are Interrelated and dependent on each 
other: As Neufeld (1990) has pointed out, stress is a 
byproduct of coping. 
All situations, positive and negative that require 
adjustment are stressful. According to Selye (1980), the 
notion of stress can be divided into four basic variations: 
distress, eustress, hyperstress, and hypostress. When 
events have a harmful effect, stress is correctly labeled 
distress. Stress who have a beneficial effect, Selye 
suggests it as eustress or good stress. Hyperstress, or 
excessive stress, usually occurs when events included 
positive ones, pile up and streach the limits of our 
adaptability. Hypostress, or insufficient stress, is apt 
to occure when we are lacking stimulation. 
STRESS: An Indian Perspective. 
A number of concepts akin to the notion of stress 
are borneout from the ancient Indian culture are tradition 
suggests Carak Samhita, Patanjali, Yoga-Sutras and Bagwad 
Gita . Some of these are: dukha(Pain, misery or suffering) , 
Klesa(afflictions), Kama or trisna(desires), atman and 
ah'amkara(self and ego), adhi(mental aberrations) and 
Praj naparadha(failure or lapse of consciousness). 
Ayurvedic system of medicine studied the body mind 
relationship characteristic of modern stress. 
Rao (1983) traced the origin of stress in Indian 
thought (i.e. Sartkhya and Yoga Systems). He advocated 
that there are two Sanskrit words Klesa and duhkha which 
approximate stress. The word klesa has its origin in the 
root khis which means 'torment', 'Cause Pain' or 'to 
afflict'. Klesas are not mental processes but are a set of 
'hindering load' on our mental process, they produce 
agitations which act as restrictions or hindrances. The 
Samkhya-Yoga System explains that fundamental non-cognition 
which leads to Phenomenological Stress is avidya. The 
term avidya which literary means non-cognition is an 
antonym of correct self appraisal and the encounters 
between the self and the object. Avidya refers to asmita 
(self-appraisal), ranga (object of appraisal), dvesha 
(threat appraisal) and adhinivesa (coping orientation). 
Faculty evaulation is either or all of these can produce 
stress and torment. The feeling duhkha or stress based on 
the samkhya system could be broken down into three types 
of stresses: Personal (adhyatmik). Situational (adhibhotik) 
and environmental (adhidevik). There are to types of 
personal stress: physiological and psychological. Physio-
logical stresses are borne out of imbalances between the 
three Gunas namely Vata, Pitta and Kaph. Psychological 
stresses are caused by emotional states of lust, hatred, 
greed, fear, jealousy and depression. Situational 
stresses are usually caused by unwholesome interpersonal 
transactions' which may include conflicts, competitive-
ness, aggression etc. The third type of stresses, namely, 
environmental stresses are occasioned by natural calami-
ties, extremes of temperature storms etc. Klesa as stress 
has been defined in term of four different modes: (a) 
Prosupta or dormant, (b) tonu or tenuous (c) Vichchinna or 
intercepted, (d) Udara or operative stressor. The concept 
of stress based on this system deals clearly stress 
responses. 
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From the foregoing discussion it may be concluded 
that western researchers and Indian scholars have appro-
ached the problem of stress differently. Western 
researchers explained the notion of stress from various 
perspectives ranging from stimulus-oriented to response, 
to interaction and the combination of all three; and 
psychodynamic point of view whereas Indian scholars have 
given due weightage on the samkhya, yoga system and 
Bhagwad Gita. 
Psychological Reactions to Stress: 
Stress leads to a variety of symptoms including 
muscle acheS/ stomach aches, an overall feeling of being 
upset, insomnia and loss of sleep, an increased heartbeat, 
a rise in blood pressure, compulsive eating or loss of 
appetite, a feeling of frustration, crying, yelling and 
screaming (Harris, 1987). The most common symptoms of 
stress are increased nervousness, anxiety, tension and 
headache. Many of these symptoms are part of the body's 
physiological stress response, that is, the automatic, 
built-in reactions over which we have little control but 
in some instances, the familiar symptom of stress result 
from our psychological reactions to events that are more 
dependent on the way we perceive the world and our 
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capacity for dealing with it. Psychological reactions 
involved a wide variety of cognitive, emotional and 
behavioural responses to stress. 
The most familiar psychological reaction to stress 
are called defense mechanism or Ego defense mechanism. The 
ego defense mechanism are used to protect oneself from 
perceived threat. Although defense mechanisms are 
influenced by learning to some extent, they are largely 
automatic and unconscious reactions to keep ourselves from 
being overwhelmed by intense doses of psychological 
stress. Most of us depends on such mechanism at one time 
or another especially when we feel threatened whether the 
objective situation desires it or not. Defense mechanism 
decrease our awareness of anxiety and help to maintain our 
sense of adequacy and self-worth in the face of threat. 
On the other hand defense mechanism also involve self-
deception and a distortion of social reality, habitual 
reliance on defense mechanisms is maladaptive and prevents 
personal growth. 
Our cognitive function may be adversely affected 
when the stressor has been interpreted as threatening. 
Attention, perception and memory are also affected because 
of preoccupation with the stressor. Stress also interfere 
with our judgement, problem solving, and decision making. 
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Stress also evokes a wide range of emotions, ranging 
from a sense of exhilaration, in the face of minor, 
challenging stressors, to the more familiar negative 
emotions of anger, fear, jealousy, and discouragement. 
The separation, divorce or the death of a loved ones, a 
job loss, or a serious illness are the stressful life 
situations for the most people. Postraumatic stress 
disorder involving survivors of traumatic events, such as 
rape victims, terrorists' hostages, and military combat 
may cope well at the time but after several months 
emotional reactions, may be exhibited. 
The behavioural response to stress depends on the 
level of stress experience. Mild stress energizes us to 
become more alert, active and resourceful. Moderate 
stress tends to have disruptive effect on our lives, 
especially on complex behaviour such as appearing in the 
class room examination or viva-voce test. Under moderate 
stress, people become less sensitive to their surroundings, 
easily irritated and more apt to depend on certain coping 
devices. Such as eating, drinking, smoking, laughing, 
crying or cursing, touching, talking etc. Severe stress 
tends to inhibit behaviour, as in the severely depressed, 
who feel^ helpless in the face of overwhelming frustration 
or deprivation. Such immobility may be a defense reaction 
that serves to reduce the harmful effects of stress. 
Severe stress can exact a high cost in term of lowered 
13 
efficiency depletion of adaptive resources wearandtear on 
the system, and in extreme cases, severe personality and 
physical deterioration- even death Carson & Butcher, 1992). 
Factors of Stress; 
The experience of stress is affected by a variety 
of personal and situational factors and the relationship 
between the two. Type A behavior (personality) are more 
likely to develop stress- related disorder because of 
their personal traits. They tend to be very competitive 
and hard-driving, always in a hurry, perfectionist, 
ambitions the workaholic. They talk, walk and eat rapidly 
and pride themselves on getting things done in less time 
than others. As a result Type A personality people keep 
themselves under constant stress and are much more likely 
to develop heart disease than other people (Friedman & 
Rosenman, 1974). The level of stress experience also 
depends on our perception e.g. criticism on work may be 
considered as a personal attack by the individual that in 
turn he become upset and waste a lot of energy defending 
himself. Whereas another individual may perceive similar 
criticism as a challange to improve his work, thereby 
experience less stress. It depends a lot on our personal 
characteristics. In some cases, one person's stressor is 
another person's piece of cake". The different reactions 
can be due to both individual's perception of threat and 
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his or her stress tolerance. 
Many situational factors may contribute to our 
experience of stress. Events such as a sick child at home 
and a crisis at work, and an automobile accident generates 
more stress than any of other events alone. The threat of 
bodily harm greatly increases stress, as people taken 
hostages, face assualts, rapes, torture and military 
personnel in combat. The constant alertness required of 
certain workers- such as air-traffic controllers, 
astronauts and those working with nuclear reactors- is 
becoming a more common source of stress. Lack of control, 
relaxed and easy going in a stressful situations are key 
factors in stress. Janis andleventhal (1965) have reported 
that in the stressful situation such as major surgery- the 
severity of stress increased as the time for the ordeal 
approach. 
THEORIES OF STRESS 
Biological Theories of Stress; 
Biological theories deals particular psychophysio-
logical disorder to specific weaknesses or over activity 
of an individual's organ system in responding to stress. 
Much of the research in the field has attempted to link 
stress to psychophysiological disorder. 
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1. Somatic-weakness Theory; 
The basic tenet of the somatic-weakness theory 
relies on the connection between stress and a particular 
psychophysiological disorder is the weakness in a specific 
bodily organ. The factors like genetic, earlier illnesses, 
and diet may disrupt a particular organ system, which may 
then become weak and vulnerable to stress. For instance, 
a weak digestive system might predispose the individual to 
ulcers. 
2. Specific-Reaction Theory; 
This theory attributes that individuals respond to 
stress in their own idiosyncratic way, and the body system 
that is the most responsive may be a likely candidate for 
the locus of a subsequent psychophysiological disorder 
e.g. increased blood pressure may be more susceptible to 
essential hypertension. Genetic differences also exists in 
the way in which individual respond to stress. People 
have been found to have their own particular patterns of 
automatic response to stress. Lacey (1967) found that the 
heart rate of one individual may increase, whereas another 
person may react with increased respiration role but no 
change in frequency of heart beats. 
Psychological Theories; 
Psychological theories involves the development of 
various disorders by considering factors such as uncons-
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cious emotional states personality traits, cognitive 
appraisal and specific styles of coping with stress. 
1. Psychoanalytic Theories; 
The psychoanalytic theorists have studied psycho-
physiological reactions to stress. According to Alexander 
(1950), the various psychophysiological disorders are 
products of unconscious emotional states specific to each 
disorder. "It would appear that the crucial factor in the 
pathogenesis of ulcer is the frustration of the dependent, 
help-seeking and love-demanding desires. When these 
desires cannot find gratification in human relationships, 
a chronic emotional stimulus is created which has a 
specific effect on the functions of the stomach." (p.103) 
Alexander assumed that ulcer patients have 
repressed their longing for parental love is childhood and 
that this repressed impulse causes the overactivity of the 
automatic nervous system and of the stomach, leading to 
ulcers. Physiologically, the stomach is continuously 
preparing to receive food, which the person has symboli-
cally equated with parental love. 
Undischarged hostile impulses are viewed as 
creating the chronic emotional state responsible for 
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"The damning up of his hostile impulses will 
continue and will consequently increase in intensity. 
This will induce the development of stronger defensive 
measures in order to keep pent-up aggressions in check... . 
Because of the marked degree of their inhibitions, these 
patients are less effective in their occupational activi-
ties and for that reason tend to fail in competition and 
hostile feelings toward more successful, less 
inhibited competitors are further intensified." (p.150) 
He formulated this unexpressed anger or anger- in 
theory on the basis of his observations of patients under-
going psychoanalysis. 
2. Cognitive and Behavioral factors; 
Our perceptions for the physical threats, 
experience regret about the past and worries about the 
future stimulate sympathetic system activity. The resent-
ment and regret and worry cannot be fought or escaped as 
readily as external threats. Nor do they easily pass. 
They may keep the sympathetic system arouse and the body 
in a continual state of emergency, sometimes for far 
longer than it can bear. Under these situations the 
necessary balancing of sympathetic and parasympathetic 
action is made that much more difficult and can go awry. 
Thus the distressed thoughts that evolution has made 
possible bring about bodily changes that persists longer 
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than they were meant to and that contribute to an 
imbalanced between sympathetic and parasympathetic 
activity. It is theorized that our higher mental 
capacities subject our bodies to physical storms that they 
are not built to withstand. 
People who continually asses life experiences as 
exceeding their resources would be expected to be chroni-
cally stressed and at risk for the development of a 
psychophysiological disorder. Similarly, how people cope 
with stress related disorders are also important. 
Personality traits are also affected several disorders, 
particularly cardiovascular disorders. People with a Type 
A personality behave in ways that appear to be related to 
the development of heart problem. Finally sex is an 
important variable in health as there are clear 
differences in the frequency with which men and women 
experience some health problems (Eister & Blalock 1991; 
Harrison et al, 1989, Mathews et al., 1989, & Ickovics 
1990, Waldron, 1976) . 
19 
PSYCHOLOGICAL WELL-BEING; 
Another important variable which is considered 
viable for the present study is psychological well-being. 
Various fields of psychology such as clinical, social, 
industrial, community, humanistic and health have focussed 
their attention to improve health, confidence, ability, 
performance, adjustment, relations, home life, social 
life, industrial and agricultural production, satisfac-
tion, pleasure and happiness, quality of life, and thus 
contribute to human well-being. 
The roots of well-being can be traced from the 
beginning of human civilization. Since times immemorial 
men have prayed "Sarve Sukhinah bhavantu" (let all enjoy 
well being). For centuries the emphasis have been on the 
negative aspect of well-being as emancipation from 
suffering- suffering from the consequences of events of 
actions, or suffering from the tensions of desire. The 
opening verse of the Shrimad Bhagavat speaks of freedom 
from three kinds of sufferings {tapa-traya)- Physical 
sufferings (adhibhau-tika tapa), Psychogenic Sufferings 
(adhyatmika tapa) and sufferings originating from unknown 
forces (Adhidaivika tapa). The verses that follow dilate 
on psychogenic sufferings or Kleshas, those in which human 
beings get engulfed by the development of disordered 
(Sauri) personalities caught in anxiety producing illusory 
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fixations or attachments. The physical sufferings 
involved in disease, old age and death had moved the 
Buddha to look for resources for emancipation from them, 
for satisfaction of what Murray (1938) has called the need 
harmavoidance. 
We have been more concerned with the negative and 
the positive aspects of human values. Whatever, the 
emphasis, whether on self-fulfilment or on self-negation, 
human well-being is essentially a state not a process. 
The state is primary, while the process is secondary. In 
fact, any process essentially proceeds from one state to 
another state, is^ in Lewin's (1951) words, a locomotion 
between two psychic states, and constitutes what Lewin 
would call a path-way of behavior. 
Well-being, is essentially an experience, although 
a stimulus error often makes it appear as a state of 
things. Indeed, any objective state of things, to 
constitute a state of one's well-being, must be 
experienced by one-self as satisfying. Rogers' (1959) has 
emphasized man's reality is what he experiences and 
perceives with a certain degree of dependable predicta-
bility, and one's satisfaction consists in the satisfac-
tion of one's needs as experienced in the field as 
perceived. Well-being, however, is not merely a self-
based experience. It is primarily affective and is 
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largely of the nature of a feeling and essentially a 
positive or pleasant feeling, a state of happiness or 
satisfaction. 
Well-being may also be induced by qualities of 
one's own or other's behaviour. The sources of well-being 
are different in childhood, adolescence, youth, adult and 
old age. Well-being is also associated with the historical 
period in which one lives, the part of the world to which 
one belongs, one's nation, country, religion, occupational 
group, organization and family as well as one's own 
personality. People also draw a lot of well-being from 
those with whom they come in contact physically, socially, 
intellectually or otherwise. 
The work on subjective well-being or psychological 
well-being is carried out under the broad topic of quality 
of life. Studies on psychological well-being have become 
proliferated in recent years. When being is viewed as a 
harmonious satisfaction of one's desires and goals 
(Chekola, 1975).. According to Campbell and others (1970), 
the quality of life is a composite measure of physical, 
mental and social well-being. Happiness and satisfaction 
involving many life situations, such as health, marriage, 
family, work, financial situation, educational opportunity, 
selfesteem, creativity, belongingness and trust in others. 
The term like subjective well-being, happiness, life 
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satisfaction and quality of life are often used inter-
changibly. Although the subjective well-being or 
psychological well-being is a very important aspect of 
quality of life. Levi (1987) defined well-being as a 
dynamic state of mind characterized by a reasonable amount 
of harmony between an individual abilities, needs and 
expectations and environmental demands and opportunities. 
Three features of subjective well-being have been identi-
fied: (a) It is based on subjective experience instead of 
the objective conditions of life, (b) It has positive as 
well as negative affect, and (c) It is a global experience 
as opposed to experience in particular domains such as 
work (Okun & Stock, 1987). 
General well-being is defined as "the subjective 
feeling of contentment, happiness, satisfaction with life" 
experience and of one's role in the world of work, sense 
of achievement, utility, belongingness and no distress, 
dissatisfaction or worry etc.",(Verma & Verma, 1989). They 
put emphasis on the term "subjective" well-being because 
they attribute that the above mentioned aspect cannot be 
evaluated objectively. General well-being is a part of 
the broad concept of positive mental health, which is not 
a mere absence of disease or infirmity (Verma, 1988) . 
Verma (1988) opines that the absence of psychological ill-
being/ill-health does not necessarily mean presence of 
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psychological well-being. A person can have both 
conditions poor, both conditions good or, any one of them 
good, with all its accompanying results. 
Bhogle and Prakash (1995) have developed a suitable 
measure of psychological well-being. Psychological well-
being questionnaire emphasizes both positive and negative 
aspects such as meaninglessness, somatic symptoms, 
selfesteem, positive affect, daily activities, life satis-
factions, sucidial ideas, personal control, social 
support, tension, wellness and General efficiency. 
Significance of the Present Study 
There is increasing interest in exploring the 
effect of surgical stress on certain bodily biochemicals, 
the personality of the individuals, (Shrimali & Broota, 
1988; Udupa et al. , 1977), one's perception regarding 
surgeons (Shrimali & Broota^1989), and belief in God and 
superstition (Shrimali & Broota, 1987). Surgical, inter-
vention is not only a painful debilitating experience of 
patients rather than doctors, who are exposed to 
conditions of threat. Surgical situation is a situation 
where stress is ethically imposed it is almost a unique 
situation which involves the cognitive, perceptual and 
attitudinal dimensions. 
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With the advent of a new area of research called 
psychology of physical well-being (Howard and Lewis, 1978), 
the stress research assumed a new dimension which under-
took to investigate how stress is related to personality 
and psychological well-being. 
Well- being was found to be related with life 
events/life changes that occurred in every individual's 
life. (Pavett, 1986; Soloman, 1987). The present study 
examined the effect of surgery and the administration of 
anaesthesia in the perception of stress and psychological 
well-being among doctors (Anaesthetics', Gynecologists, 
ophthalmologists and surgeons) who are exposed to conditions 
of threat. 
Aims of present study: 
The main objectives of the present study were to 
(1) develop a psychometric test by means of factor analysis 
for measuring the stress effects smong doctors, (2) deter-
mine differences between the mean scores of group of 
doctors on factors of perceived stress effects Scale, (3) 
determine differences betweem the mean scores of group of 
doctors on psychological well-being, and (4) investigate 
the relationship between the stress effects and psycho-
logical well-being among anaesthetics, gynecologists, 
ophthalmologists and surgeons. 
CHAPTER - TWO 
REVIEW OF RELEVANT STUDIES 
Research in 'stress' often involves correlating 
certain personality and socio-demographic variables in 
diverse samples. The present chapter divides the stress 
studies under nine categories: terminal disorders and 
stress, psychosexual disorder and stress, psychosomatic 
disorders and stress, psychoneurotic disorders and stress, 
affective and psychotic disorders and stress, social 
factors and stress, physical factors and stress, persona-
lity stress and coping behaviour and situational factors 
and stress. 
Studies in the field of psychological well-being 
are very scanty in India. The studies published could be 
classified under two categories: General/subjective/ 
psychological well-being, and subjective/psychological 
well-being and stress. 
Terminal Disorders and Stress. 
Recently, some studies have shown that stress plays 
an important role in the causation of cancer and heart-
related diseases. 
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Khatri, Chansouria and Udupa (1977), studied 18 
carcinoma and 7 Sarcoma cases of Cancer patients . They 
studied the psychological aspects of stress in cancer 
patients and performed biochemical analysis of blood and 
diseased tissues. A comparison of these observations with 
normal controls revealed the following facts: (a) cancer 
cases were positively linked with psycho-social stress; 
(b) malignancies exhibit elevated circulating levels of 
catecholamines, Cortisol, acetylcholine and histamine; (c) 
patients with sarcoma showed relatively more pronounced 
increase in histamine while in the case of carcinoma the 
catecholamine and Cortisol levels were more markedly 
elevated; and (d) the tissue acetylcholine, histamine and 
serotonin levels were found higher in malignant tissues 
with a lowering of catecholamine. These biochemical 
alterations suggest that in addition to other factors, 
psycho-social stress contributes to malignancies. 
Sirsat, Choksey and Jussawalla (1977) studied 15 
biopsies of human mammary tumours and attempted to localise 
the sites of excessively produced endogenous peroxidage 
activity. Histological and subcellular enzyme activity 
have been demonstrated using different techniques which 
revealed a high correlation between receptor data of seven 
cases and enzyme activity. 
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Mahendru, Alam and Sikka (1978) assessed personality 
trait, psychosocial stresses and habits among coronary 
heart disease patients. The authors have suggested that 
psycho-social stresses could have predispose to the 
smokers to the coronary conditions. 
Agnes (1980) studied hostility patterns and life 
stress in cancer patients. The findings revealed that the 
predominant type of reaction to frustration in both cancer 
patients and normal subjects was ego defensive. Cancer 
patients, particularly females, had higher scores on 
content hostility as compared to normal subjects. The 
cancer group did not report significantly higher stressful 
life events as compared to the normal group. 
Chaturvedi (1983) studied 200 psychosomatic 
patients with reference to their cognitive appraisal and 
coping process. Results revealed that the cancer patients 
differed significantly from controls on various factors of 
PEN inventory. 
Srivastava and Broota (1987) investigated the 
relationship between remote and recent stress, with the 
incidence of cancer. The sample comprised three groups of 
cancer patients: (a) the diagnosed, (b) the pre-diagnosed, 
and (c) the treated, and a control group of healthy 
subjects. Comparison in terms of remote and recent stress 
experienced by the subjects revealed that all the three 
28 
groups of cancer patients had experienced significantly 
greater stress than the control group. The cancer groups, 
however, did not differ among themselves. In terms of 
remote stress variables, the results indicated that many 
cancer patients had experienced significantly higher 
stress emanating from the death of their mothers before 
the age of 15 years and lack of closeness with the mother 
as compared to normal subjects. 
Varkey (1988) carried out a study of personality, 
stress and coping in individuals with coronary heart 
disease. 70 patients with Myocardial Infarction (MI) and 
7 0 normal healthy individuals, matched on age, education, 
income, domicile, religion and type of family were 
studied. The results indicated that MI patients and 
normals differed with regard to the number of stressful 
life events experienced in a two-year time span; and the 
perception of these events in terms of controllability and 
desirability. MI patients were found to score signifi-
cantly higher on type A behaviour pattern, extraversion 
and neuroticism. These patients had a significantly 
smaller coping strategies. There were both similarities 
as well as differences with respect to coping strategies 
adopted by MI patients and normals. Personality charac-
teristics of MI patients were found to influence stress, 
perception of stress and distress, as well as coping 
strategies. A higher number of social support were 
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available to MI patients and they perceived them to be 
more adequate. Differences between the two groups were 
also observed, on the basis of discriminant analysis, in 
terms of the variables of stress, personality, social 
support and some of the traditional risk factors. 
Shukla (1989) carried out a study on 40 Coronary 
Heart Disease (CHD) Patients to see the presence of the 
type of life change events which made them emotionally 
disturbed. The type of life change events such as 
deficiency of Money (82.5%), problems of marcLaye of daughter 
(65%), family conflict (60%), unemployment of son (52.5%) 
were found to be associated with Coronary Heart Disease. 
Srivastava (1990) examined that stress along with 
personal resources intraindividual and extraindividual 
determine the individual's vulnerability to cancer. In 
this study, the author has investigated life circumstances 
and personal characteristics of the cancer group and 
compared them with 'the well group'. It has been found 
that a majority of cancer patients have experienced the 
loss of mother and lack of closeness to their mother. In 
terms of personality, cancer patients were found to be 
more extroverted, more external in their locus of control 
and high on hostility. In term of personal qualities, 
they showed less active image of self, a tendency to 
please others, unable to express anger and delay seeking 
treatment. 
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Srivastava (1991) studied cancer patients with 
normal control subjects in terms of life stress, coping 
behaviour and certain personality characteristics. 
Results indicated that cancer patients differed from the 
normal healthy subjects on various items of distressful 
life events schedule. Cancer patients scored signifi-
cantly higher on regression, resignation and fixation 
modes of frustration. Cancer patients scored signifi-
cantly higher than the normal subjects on neuroticism and 
psychoticism and lower on extraversion scale. Both the 
groups did not differ on lie scale of PEN inventory. 
Upinder and Hooda (1991) studied on distress among 
50 Ischemic Heart Disease (IHD) and 50 not suffering from 
IHD subjects. The results indicated that distress 
accompanies IHD in all areas except in skin, genito-
urinary system and miscellaneous disease. 
Bose and Mukhopadhyay (1993) assessed the pattern 
of stress and emotional maturity among 30 male and 30 
female cancer patients. The analysis revealed that male 
cancer patients had higher presumptive stressful life 
events than female cancer patients. The two groups did 
not differ significantly on emotional maturity factors. 
Results also revealed that the highly stressed male group 
proved to be emotionally unstable and emotionally 
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regressive than the low stressed male patients, highly 
stressed female cancer patients, on the other hand, were 
found to be emotionally unstable emotionally regressive, 
socially maladjusted and lacking independence than low 
stressed female cancer patients. 
Singh and Dhundia (1993) examined stressful life 
events in patients of myo-cardial infraction with 60 
normal person. Results indicated that the number of 
stressful life events were experienced for past one year 
and the life time by MI group than normals. High score 
was obtained on iitpersonal items than on personal items by 
MI patients. A number of desirable and undesirable events 
were experienced by MI patients than normals. Desirable 
events contributed greater stress in the subjects in 
comparison to undesirable events. 
Psycho-sexual Disorders and Stress. 
Psychosocial Maladjustment such as hysteria, amenor-
rhoea and dysmenorrhoea, complications of pregnancy are 
some of the common manifestations of emotional distur-
bances . 
Chaudhari (1977), studied patients who complained 
of amenorrhoea and found that psychic stress such as over 
work, anxiety, change in dwelling or occupation and 
confinement were prime factors responsible for such a 
disorder. 
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Kobayashi and Yoginuma (1977), in their study on 
women with stress induced amenorrhoea, found that ameno-
rrhoea may be caused by the dysfunction of LH-RH release 
in the cyclic centre of the hypothalamus. 
Sahani and Merchant (1977) observed that during 
difficult or prolonged stressful labour, maternal Cortisol 
and fetal plasma levels rise in comparison to normal 
spontaneous delivery. The fetal Cortisol value increases 
with gestational age supporting the development of adrenal 
maturity. 
Psychosomatic Disorders and Stress. 
Varma, Singh, Gupta and Udupa (1977) showed that as 
compared to normal controls, ulcer patients (Peptic) show 
an increased blood level of acetylcholine, catecholamines, 
histamine and plasma Cortisol. 
Another study conducted by Gupta, Sunder, Jain, 
Dubey and Udupa (1977) on various subgroups of colitis 
patients. Colitis has a spectrum of causes ranging from 
infection to psychosomatic and stress factors. It was 
found that in ulcerative colitis and functional bowel 
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disorder diseases, the blood level of histamine, RBC, 
acetylcholine and plasma Cortisol increased whereas in 
infective colitis, these values remained within the normal 
range. These observations validate the role of stress 
diathesis in the causation of ulcers. 
Jha, Udupa and Kumar (1977) studied neurohumors 
such as histamines, histaminase, plasma Cortisol, acetyl-
choline and catecholamines in a group of 25 patients of 
bronchial asthma while they were experiencing an acute 
attack. Results indicated that there is a definite 
increase in the levels of histamines, histaminase and 
acetylcholine. In most of the cases, the levels of plasma 
Cortisol decreased while the catecholamines were within 
the normal limits. 
Naidu and Verma (1977) conducted a study on stress 
responses of psychosomatic patients and normal subjects. 
In this study it was assumed that the subject's stress 
tolerance would be one of the variables determining the 
degree of perceived stress. In a given situation, it was 
assumed that a low stress tolerator would perceive greater 
stress compared to a high stress tolerator. This assump-
tion leads to the logical prediction that faced with the 
same stressful situation, high stress tolerators would 
exhibit more problem solving (class I) responses while low 
stress tolerators would show more defensive (class II) 
reactions. 
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The findings lend support to the predictions. It 
was found thata patient is more concerned about protecting 
his ego rather than solving the problem. The patient's 
responses indicated that they insulate themselves from the 
surrounding reality. The negative feedback generated by 
unsuccessful coping with stress must have made them 
defensive and withdraw from unpleasant reality. This 
withdrawl must have further reduced their ability to cope 
with stress and led to more failures thus forcing them to 
withdraw all the norm from reality. There were 17 state-
ments by patients involving contradictions compared to 
only 4 such statements by normal subjects. 
Desai (1982) has reported that the irritable Bowel 
syndrome is typical in adults but is uncommon in children 
and individuals above 60 years of age. Stress is 
perceived to be the main etiological factor in this 
condition and it is seen more in urban than in rural 
areas. The tendency of recurrence and the condition to 
last for several months or years due to stress is a 
possibility. 
Psychoneurotic Disorders and Stress. 
Kumar, Chandel, Singh and Pant (1977) reported that 
stress caused diseases include thyrotoxicosis, hyperten-
sion, peptic ulcer, ulcerative colitis, bronchial asthma. 
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rheufnatoid arthritis and coronary heart diseases. Further, 
diseases such as rheumatoid arthritis and ulcerative 
colitis are auto immune diseases which are ?Barkedly 
influenced by stress. The authors studied the cell-
mediated and humoral immune response in stressful 
situations and noted some linkage between alteration in 
cell mediated and humoral immunity in stressful situations. 
Rai, Singh and Udupa (1977) noted that histamine is 
one of the most important biogenic amines which plays a 
significant role in the stressful state through the effect 
on Micro-circulation. They studied the possible involve-
ment of histamine and its enzyme, histaminase, in various 
acute and chronic stressful events. Findings indicated 
that in most of the stressful situations, the blood level 
of histamine and histaminase activity was raised. A 
comparative study on acetylcholine, catecholamines and 
histamine response to acute stressful states showed that 
histamine response was relatively a later response. 
Singh, Prasad, Chansouria and Udupa (1977) studied 
the psychosomatic and biochemical basis of anxiety 
neurosis in neurotic subjects and compared the findings 
with a control group of normals. The study showed that 
the levels of plasma adrenalin, noradrenalin, Cortisol, 
serum PBC, RBC, acetylcholine and urinary adrenalin had 
increased whereas the level of RBC cholinester"age had 
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decreased as compared to normals. As regards the psycho-
somatic constitution and sex of the anxiety neurotic 
subjects, it was found that this decrease was more pre-
dominant in females and those with ectomorphic consti-
tutions . 
Bharti (1986) conducted a study on hysteric women in 
relation to life stress, personality and social support. 
Results revealed that hysteric subjects had significantly 
higher negative life stress than their siblings. Siblings 
were more androgynous whereas hysterics had lower scores 
on feminity. Social support was not found to be related 
to life stress. TAT stories projected higher needs like 
achievement, affiliation, counteraction, religion and sex 
in the case of hysterics as compared to their siblings. 
Hysterics scored higher on abasement, affiliation, 
dominance, poverty and sex needs as compared to their 
siblings. Rorschach test also indicated a number of 
differences such as poor ego control in individuals 
suffering from conversion hysteria as compared to their 
siblings. 
Shirali and Bharti (1986) found that the people of 
rural Himachal Pradesh experience many stresses in life. 
The geoclimatic conditions of the environment are aggra-
vated by poverty, illiteracy, unemployment and illness. 
The authors concluded that life stress, physique, social. 
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economic and physical issues in combination with hysteric 
personalities are resolved into dissociation or as in a 
state of being possessed. 
Shirali and Bharti (1986) investigated life stress, 
demographic variables and personality in 11 males who were 
possessed for the last 10-14 years- 10 possessed by devtas 
and one by Vaishnu Devi. The findings revealed that some 
life events which focussed on interpersonal relations such 
as marriage followed by a major change in closeness among 
family members, major change in religious activities, 
change in work outside home, major change in living 
conditions, retirement from work and first born children 
had a positive effect on the subjects. On the other hand, 
life events such as death of spouse/close family member, 
major change in sleeping habits, new job, trouble with 
in-laws and marital separation were reported to be a major 
cause of life stress for the respondents. It was also 
observed that a majority of the subjects (54.4%) had 
experienced negative effects of stress on their lives as 
compared to those who had experienced positive effects of 
stress on life events (27.27%). The analysis of the TAT 
revealed that the subjects projected high need for sex, 
affiliation and aggression. Need for affiliation appears 
to be an important variable and frustration in this area 
leads to stress. The presses of the environment were 
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found to be higher for sex and affiliation, but not for 
aggression. The other presses from the environment were 
reported to be poverty, marital problems and discord. 
Rao (1986) studied personality and coping behaviour 
in relation to stressful life events among 60 men and 
women with an ICD-9 diagnosis of neurotic disorder and 60 
individually matched normal subjects. The results indicated 
that neurotic and normal subjects differed with respect to 
the number and type of stressful life events experienced 
during a period of one year. The two groups also differed 
in the perception of these events, in terms of their 
expectancy, novelty, controllability and desirability. 
The similarities and differences between neurotics and 
normals were also discovered on coping behaviours and 
stressful life event. The personality dimension of locus 
of control was found to influence the experience of 
stressful life events, while both extraversion and locus 
of control determined the use of certain coping strategies. 
Affective and Psychotic Disorders and Stress. 
Rao and Nammalvar (1976) have reported that 
depressed patients experienced the same number of life 
events as controls, but the mean distress score for events 
was higher among the depressives. There was also a 
clustering of life events during the two year period 
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preceding the onset of depression. Bereavement in parti-
cular was noted as a major cause of depression. 
Mazumdar (1977) investigated differential reac-
tions in terms of symptom configuration and associated 
'distress' level in 20 male patients suffering from Mania 
and Schizophrenia. Results revealed that out of 9 symptom 
clusters, manics experienced a significantly higher level 
of distress only on anxiety and hostility dimensions as 
compared to Schizophrenia. The average 'distress profile' 
of Manic subjects was above the Schizophrenics except the 
obsessive compulsive dimension, indicating that distress 
was more among Manics than among Schizophrenics, even 
though no significant statistical difference was found in 
the general Symptom Index and the positive symptom 
distress level. 
Satija, Nathawal and Shah (1982) studied life 
events in depression. They found that psychiatric 
patients who were more severely depressed had signifi-
cantly greater life events scores during the six months 
preceding the onset of depression. Results showed that 
depressive scored higher on 15 out of 25 events as 
compared to the control group. This analysis revealed 
that recent life events as opposed to a chronic history of 
stressful life events are responsible for depression. 
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Wig, Menon and Chawla (1982) studied the impact of 
life events on short-term prognosis of Schizophrenia. It 
was observed that Schizophrenics with more life events 
during a six month period had slower recovery. Further, 
life events scores for both normal and psychiatric samples 
were compared with those obtained in the United States. 
The analysis revealed that the sample in this study had a 
lower incidence of life events. 
Dang and Aggarwal (19 95) conducted a study to 
provide empirical evidence of role of life events in 
patients of Manic Depressive Psychosis (MDP) unipolar. 
Perceived severity of life events stress was assessed by 
individual administration of PSLE scale on 60 patients of 
depression and 60 subjects of matched control. Analysis 
of variance was used to find out the interactive effects, 
separately for the two time frames, the total stress 
scores and the scores on five types of life events. The 
main effect of mental status was significant in all the 
analysis with a consistent pattern of higher mean scores 
in the patient as compared to control group. Effect of 
gender was significant only in desirable events in both 
the time frames whereas age was insignificant in all the 
analyses. Significant gender and age and mental status, 
gender and age interactions were obtained. 
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SOCIAL/DEMOGRAPHIC/ PHYSICAL AND PERSONALITY 
CORRELATES OF STRESS 
Social Factors and Stress. 
Venkoba Rao and Nammalvar (1976) conducted a study 
on 23 depressive patients to categorise their life events 
and crises which have a bearing on psychiatric illness. A 
life Events Scale consisting of 67 statements encompassing 
10 areas, namely, health, bereavement, family and social 
relationship, friends and relatives, education, 
occupation, change of place of stay, financial and legal, 
religious and natural calamities was administered. Of all 
the events ' breavement' was ranked as the most important 
followed by 'family and social relationship' and 'occupa-
tion'. The clustering of life events within a short 
period was significantly associated with the onset of 
depression. 
Singh and Dubey (1977) studied 300 cases of 
different stress disorders. Findings revealed that 
several psycho-social factors were responsible for stress 
and strain which ultimately in the precipitation of 
different stress disorders like bronchial asthma, 
rheumatoid arthritis and peptic ulcers. 
Sharma and Dubey (1977) examined the socio-cultural 
background of hypertensive individuals and found that 
several social factors like marital tension, economic 
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crisis and strained relationship were directly associated 
with the incidence of hypertension. 
Dubey and Sharma (1977) reported that a higher 
incidence of ischaemic heart disease in urbanised than in 
rural areas. Occupational status also found to be a 
significant factor for differences in the relative 
frequency of Ischaemic heart disease. 
Shejwal and Ram (1983) investigated the effect of 
sex differences in the perception of stressful life 
events. 69 male and 54 female subjects were asked to rate 
selected life events. It was found that there is no sex 
difference in the perceived stress(readjustment)related to 
events threatening personal attachment and the only 
exception was the case of 'broken heart'. Males reported 
significantly higher readjustment than females for this 
event. Differences in the evaluation of stress by married 
and unmarried person were not significant. Death of 
spouse and the son/daughter leaving home was perceived as 
more stressful by married subjects. 
Shejwal (1984a) asked 113 college students to write 
about their own stressful life experiences and the ones 
they had observed others experiencing. Results indicated 
that 52 per cent of the students reported stress experiences 
related to conflict at home and with friends. Death of 
close ones was reported to be stressful by 47 per cent 
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while 23 per cent experienced stress regarding curricular 
activities, 18 per cent experienced stress in relation to 
changes in financial status while 11 per cent experienced 
stress in relation to plans for the future. 
Shejwal (1984b) conducted a study to examine the 
relationship and differences in terms of sex, age, marital 
status, education, occupation and religion, on Life Change 
Unit (LCU) presenting to major life events. The findings 
of this study revealed a high consensus in the mean 
ratings and rankings of life events of different subgroups-
male, female, age below 25 years, 25 years and above, 
students/non-students, and Hindu/non-Hindu. The correla-
tions ranged from 0.93 to 0.97. The average LCUs for each 
event were calculated and events were ordered accordingly. 
For example, death of spouse required LCUs of 82,- the 
highest in the list, whereas change in temple activities 
required the least LCUs, i.e., 21. 
Jahan and Hasan (1987) compared the Indians from 
Americans on stressful life events. They assumed that due 
to cultural differences, an event which is highly 
stressful in one society is not experienced as such in 
another society. Similarly, events experienced as least 
stressful in one society may be experienced as highly 
stressful in another. In the study they focussed their 
attention on the degree of association between the systems 
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of weights determined for Indian and American samples for 
different time intervals and the impact of culture on 
experienced stressfulness of certain life events. The 
analysis revealed that the correlations for two ratings of 
events by Indian and American Judges were statistically 
significant ranging between , 57 to .82 for five time 
intervals. Indian Judges as compared to Americans were 
reported to score significantly higher on stressful events 
in all the five time intervals. Comparison of scores 
pertaining to the perceived stressfulness of Individual 
events for Indians and Americans also confirmed these 
findings. 
Lone and Ahmad (1991) studied the effect of family 
size and rural urban factors in the perception of stress. 
It was found that the rural urban factor did not influence 
stress p;cores. Large family size was associated with 
stress amongst rural as well as urban background subjects. 
Darboo (1993) studied stress in relation to Marital 
Status and Menstrual disturbances among married and 
unmarried women belonging to Srinagar and Aligarh. Results 
revealed that significant difference was not found 
between women from Aligarh and women from Srinagar. 
Married women from Srinagar and married women from Aligarh 
differed significantly on stress Response Rating Scale 
(SRRS) scores. Significant difference was not found 
between unmarried women of Aligarh and Srinagar on SRRS. 
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Physical Factors and Stress 
Agarwal, Dubey and Udupa (197 7) conducted a study 
on 250 cases of Thyrotoxicosis and assessed the genetic 
constitution and the Psychic Components of Personality. 
They found that certain physical traits were directly 
associated with the incidence of thyrotoxicosis, and a 
positive correlation was found between linearity and 
thyrotoxicosis. They identified the body type of their 
normal subjects with the help of an anthropometric technique 
and then exposed them to specific stress in an identical 
environmental condition. Cardiovascular and respiratory 
responses were used as a measure of stress reaction 
whereas restoration to physiological normalcy as . an 
indicator of adaptation pattern. The findings revealed 
that ectomorphic individuals were hyper-reactive for a 
specific stress than Mesomorphic and endomorphic Indivi-
duals. On the other hand, ectomorphic individuals took 
comparatively less time for physiological adaptation. 
Dubey, Agarwal, Sharma and Udupa (1977) identified 
three body types which were suffering from psychosomatic 
disorders. They observed blood out of these three morpho-
logical types could be observed in thyrotoxic individuals 
whereas two distinct constitutional types were recognised 
in diabetics and ischaemic heart disease. The anthropo-
metric studies reveal that thyrotoxic and hypertensive 
individuals have a short bony frame whereas diabetic 
individuals have a bigger bony frame. 
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Three morphological types could be observed in 
thyrotoxic individuals whereas two distinct constitutional 
types were recognised in diabetics and ischaemic heart 
disease. The anthropometric studies reveal that 
thyrotoxic and hypertensive individuals have a short bony 
frame whereas diabetic individuals have a bigger bony 
frame. 
Agarwal and Naidu (1988) studied the impact of 
desirable and undesirable events on health among 10 0 
students. Subjects were asked to endorse the events they 
had experienced in the previous one year and rated them 
for the amount of distress and change involved. The items 
on the scale were divided into desirable, undesirable and 
ambiguous categories. The correlation for undesirable 
events was higher than those for desirable and ambiguous 
events. It was also observed that distress was a more 
sensitive measure of stressfulness in comparison to 
change. Regression analysis revealed that undesirable 
events alone were significant predictors of strain. 
Personality, Stress and Coping Behaviour 
Studies in this area, researchers have tried to 
correlate stress with personality factors, group compari-
sons with various correlates of stress and anxiety, and 
the relationship of coping strategies with psychological 
distress. 
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Uma (1981) studied psychological symptoms of 
stressful life events in the case of 95 middle aged women. 
The General Health Questionnaire was used to assess 
psychological symptoms whereas a specially designed 
information schedule was administered to obtain informa-
tion pertaining to health status, menopausal status, 
social activities and family constellation. Life stress 
and life satisfaction were measured by the social re-
adjustment scale and the life satisfaction index respec-
tively. The findings of the study revealed that women 
with and without psychological symptoms did not differ 
significantly in the number of stressful events. 
Shejwal (1984b) studied the personality correlates 
of stressfulness of life events. This study examined 150 
middle class Hindu adults of Pune city who were selected 
on the basis of their socio-economic status and experienced 
life events. It was intended to compare the high and low 
stress groups on locus of control, repression- sensitiza-
tion and anxiety. The main findings of the study were: 
ta) The high stress group was found to have internal 
control whereas the low stress group was found to have 
external control, (b) The high stress group showed higher 
sensitization tendency whereas the low stress group showed 
repression tendency. (c) The high stress group showed 
higher trait anxiety whereas the low stress group reported 
low trait anxiety, (d) Different modes of scoring led to 
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differences in results. However, the results were statis-
tically significant only when the total life change units 
of negative events were used. 
Kumari and Prakash (1986) investigated the impact 
of life stress on mental health among 255 subjects compri-
sing 126 males and 129 females. The results indicated 
that the various age groups significantly differed in 
terms of the number of life events experienced. Female 
subjects experienced were life stress than male subjects. 
A significant negative correlation was found between life 
events score and general health score (r= -.243), 
indicating a negative relationship between life stress and 
mental health-
Khanna (1986) studied life stress, anxiety and 
depression, with dogmatism and religiosity as moderators 
in working, non-working, married and unmarried, Hindu and 
Sikh women. The analysis of the data revealed that (a) 
working married Hindu women were significantly high on 
anxiety, depression, religiosity and dogmatism, (b) 
religiosity and dogmatism were reported to variously 
moderate the relationship between life stress, depression 
and anxiety in the case of non-working, married, unmarried, 
Hindu and Sikh women. These were not found to have a 
moderating effect for working women. 
Shenoy (1987) examined the stressfulness of daily 
roles, personality and mental health of 135 women repre-
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senting married and working, married and non-working and 
unmarried but working samples. Results revealed a 
positive and significant relationship between role stress 
and psychological distress. However, there were no signi-
ficant differences in the scores on occupational and 
household stress of married and unmarried working women. 
Neuroticism scores were reported to be related to 
household, occupational and marital strain whereas intro-
version was associated with household and marital stress 
only. The findings suggest that married working women 
were significantly less distress than housewives in spite 
of experiencing occupational stress. 
Verma (1989) studied life stress, social supports, 
and coping in individual with psychological distress. 75 
subjects were selected to constitute the case group and 
the another group 75 subjects were selected to constitute 
the non case group. These groups were identified on the 
basis of the general health Questionnaire for psycholo-
gical distress. Subjects in the two group were adminis-
tered the Life Stress Inventory (LSI), the Inventory for 
Social Supportive Behaviours (ISSB) and the Coping Check 
list(CCL). The results revealed that the case group on an 
average had a significntly greater number of symptoms than 
the non-case group. Symptoms of distress in the case 
group were predominantly somatic in nature, and when seen 
as a constellation were indicative of sub clinical 
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depression. Dimensions of life stress measured were the 
onset, expectancy, novelty, and subjective rating of 
distress. The areas of stress explored were occupational, 
marital, familial, bereavement, health, financial, social 
and miscellaneous. Both chronic ongoing stressors and 
acute stressors were included in the LSI. The findings 
indicated that the case group reported significantly more 
stressors and perceived greater subjective distress than 
the non case group. A magnification effect of subjective 
distress was also observed in the case group. The case 
group reported a significantly greater number of 
unexpected events which were rated as negative. The 
significant stressors were in the areas of marital and 
familial stress. No clustering of events was seen prior 
to the onset of psychological distress. Social supports 
were measured on the dimensions of expectancy, sources of 
support, duration or quantity of support, and subjective 
rating of the quality of support provided. The categories 
of support studied were emotional support, tangible 
support, guidance and socialisation. It was noted that 
the case group reported fewer supportive interactions, and 
sought significantly less support from the primary group 
and more from the secondary group than the non-case group. 
The case and non-case groups did not differ in the size of 
their coping behaviours. The case group, however, tended 
to resort to significantly more avoidance behaviours such 
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as self-blame, running away from home, returning to 
family of origin, and attempting suicide. A significant 
effect of demographic factors on these variables was not 
evident. 
Adhami and Kureshi (1993) studied attitude towards 
life in relation to stress among 50 Neurocirculatory 
Asthenia Patients (NCA). The results indicated absence of 
relationship between stress and attitude towards life 
scores on the whole, and also between stress and the 
various components of attitude towards life. 
Jai Prakash and Bhogle (1994) conducted a study to 
identify (a) the factor structure of a measure of coping 
behaviour (b) sex differences in coping styles of male and 
female students and (c) the relationship between coping 
and psychological distress. Factor analysis of the coping 
checklist yielded 13 factors accounting for 62% of the 
variance. Female students used significantly more 
emotions-oriented coping techniques. Psychological 
distress was significantly related to use of Emotion 
Oriented Coping. 
Pradhan and Mishra (1995) carried out a study on 
spouse support and quality of marital relationship as 
correlates of stress among 50 doctor couples. Males as 
compared to females showed higher tendency on the 
relationship between family stress and spouse support 
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though not at the significnt level. Quality of marital 
relationship was found to be related with the stress, 
specifically with work stress in males, but not in 
females. Family stress on the other hand, was found to be 
related with quality of marital relationship in both males 
and females. 
Thakar and Misra (1995) examined the pattern of 
daily hassles experienced in relation to perceived 
control, social support, mental health and life satisfac-
tion. The dual career women reported significantly 
greater incidence of daily hassles. Dual career women 
displayed greater degree of life satisfaction as compared 
to housewives. Older dual career women from nuclear 
famlies perceived greater degree of control, while social 
support was shared similarly across the groups. 
Sahu and Misra (1995) explored the relationship 
between life stress and burnout in female college 
teachers. The mean scores obtained on the Maslach burnout 
inventory and open-ended questionnaire of life stress were 
found to be significant by positively related with 
Emotional Exhaustion (EE) and Depersonalization(DP) but 
not with Personal Accomplishment (PA). In addition 
results revealed that stress experienced in family area is 
significantly and positively related with EE and DP and 
negatively with PA, while society related stress is found 
to be related with DP only. 
53 
Situational (Surgical) factors and Stress; 
Udupa, Khatri and Chansouria (1977) studied 
surgical stress and its influence on certain bodily bio-
chemicals in the case of human beings. The blood of each 
subject was collected one day prior to surgery and daily 
up to the 10th Post-operative day. Similalrly, 24 hour 
urine samples of each subject were collected prior to 
surgery and daily up to the 10th post-operative day. The 
blood samples revealed that the levels of catecholamines 
on the 4th and 10th Post-operative days did not differ 
much from the pre-operative values. However, urinary 
catecholamines and choline excretions were markedly 
enhanced following surgery. The nondrenalin excretion was 
more marked than adrenalin. These observations are 
suggestive of enhanced Sympatho-adreno-regulatory and 
adrenocortical activity during the early post-operative 
phase. 
A series of studies conducted by Shrimali and 
Broota have shown that surgery is the cause of stress 
among patients and doctors. Shrimali and Broota (1987) 
assessed the effects of surgical stress on belief in God 
and superstition among 30 major surgery patients, 30 minor 
surgery patients and a matched group of 30 patients from 
the normal population. The main findings of the study were: 
(a) significant differences were observed between the major surgery 
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patients compared to other two groups. (b) The major 
surgery patients had a higher 'belief in God' and were 
more 'superstitious' than the minor surgery and control 
groups. (c) The major surgery patients descended post-
operatively in their level of 'belief in God' and 'super-
stition ' • 
Shrimali and Broota (1988) conducted an experiment 
to assess the effect of surgical stress on Ego-strength 
and perceived control on varying levels of stress groups. 
Results indicated that the major surgery pre-operative 
group was significantly more 'external' than the other two 
groups. There was a decrease in this ' externality' from 
pre-operative to post-operative sessions. No such shift 
was observed in the other two groups. The minor surgery 
group was the highest on ego- strength pre-operatively, 
also, both minor surgery and the control groups were 
significantly higher on ego -strength than the major 
surgery group. 
Besides these, Shrimali and Broota (1989) also 
conducted a field study to explore the effect of surgical 
stress on one's perception regarding surgeons. The sample 
consisted of 30 major surgery, 30 minor surgery and 30 
control groups with an equal number of males and females. 
The major surgery pre-operative group was considerably 
higher on all the three measures of anxiety compared to 
the two groups. The major surgery patients perceived 
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surgeons more positively than the sabjects in the other 
two groups. 
In major surgery situations, Janis and Leventhal 
(1965) have found that severity of stress increased as the 
time for the ordial approached. Likewise, recovery from 
the stress created by major surgery can be markedly 
facilitated when a patient is given realistic expectations 
before hand. (Mc Donald and Kuiper, 1983). 
General/Subjective/Psychological Weil-Being i 
Research on subjective well-being suggests that (a) 
it is based on subjective experience instead of the 
objective conditions of life, (b) it has positive as well 
as negative affect, and (c) it is a global experience as 
opposed to experience in particular domains such as work 
(Okun and Stock, 1987). In recent years, several attempts 
have been made in the direction of the development of PC5I 
general well-being scale (Verma et.al, 1983, Verma and 
Verma, 1989), subjective well— being scale (Nagpal and 
Sell, 1985), and psychological well-being questionnaire 
(Bhogle and Jai Prakash, 1995). Some of the representa-
tive Indian studies on well-being are reported under this 
section. 
Verma, Dubey and Gupta (1983) examined some 
correlates of PGI General well-being scale. PGI General 
well-being score was found to be unrelated to the neuro-
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ticism, psychoticism extraversion, lie scores, and 
achievement value Index. Results support to the generally 
held view that the positive mental health is something 
more than the mere absence of psychiatric illness i.e. 
the dual factor theory of mental health. 
Moudgil, Verma, Kaur and Pal (1986) carried out a 
study towards the development of Hindi version of PGI well-
being scale. The PGI well-being scale (Hindi version) was 
found to have highly significant and satisfactory relia-
bility, validity and item total score correlations. It 
has also found to be unrelated to personality variables 
like lie scale of social desirability, achievement value. 
Index, locus of control, socio-economic status, education 
etc., as measured by PGI health questionnaire N-2, PGI 
achievement value Index, PGI locus of control scale and 
PGI SES Scale. The modified Hindi version of PGI well-
being scale was found to be significantly related to the 
original PGI well-being scale of english version. 
Verma Mahajan and Verma (1989a) assessed that how 
for PGI well-being scale is related to quality of life. 
PGI well-being scale, another well-being scale and a 
global quality of life scale were administered on 13 maleand 
23 female post-graduates. Results revealed that most of 
the items of PGI well-being have high interrnal consistency. 
The two well- being scales and three global scores of 
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quality of life scale showed significant inter-relations 
within themselves. Results suggest that the two concepts 
are related but not identical on interchangible. Subjec-
tive feelings of well-being appear to be one aspect of 
quality of life. 
Verma, Mahajan and Verma (1989b) examined the 
correlation between two well being scales. PGI well-being 
scale and Bradburn well-being scales were administered to 
49 subjects. The original scoring of Bradburn Scale 
in terms of positive and negative effective scores , was 
used in addition to a modified method of combining people-
In addition, a neuroticism scale was also administered. 
Coefficients of correlations showed significant correla-
tion between the two well -being scales, both being 
independent of neuroticism, and in addition Bradburn Scale 
was also independent of lie (social desirability) response 
set modified scoring procedure for Bradburn Scale was 
found to have some advantages over the original one. 
Bhogle and Jai Prakash (1995) have made an attempt 
towards the development of the psychological well- being 
questionnaire. Psychological well-being questionnaire was 
developed on the basis of factor analysis of responses of 
232 normal adults to a 70 item scale representing 
different component of well-being. 28 items selected on 
the basis of factor analysis were administered to another 
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independent sample of 230 adults in order to establish the 
reliability and the validity. Results revealed an 
internal consistency coefficient of 0.84 and split-half 
coefficient of 0.91. Retesting the same questionnaire 
after three months, yielded a correlation of 0.72. This 
questionnaire had high correlation of 0.62 with subjective 
well-being questionnaire of Nagpalawfl Sell and 0.48 with 
General well-being questionnaire of VermaandVerma. 
Subjective/Psychological Well-being and Stress. 
Earlier studies on the relationship between 
subjective or psychological well-being and life stress has 
focussed that the life events or life changes occured in 
every individual's life. The extent of psychological well 
being depends on how much one can bear the level of stress 
related to life events. 
Pavett (1986) found negative relationship between 
multiple source of stress and physical and psychological 
well-being of public accountants. McMillan and Rachman 
(1987) studied para troppers and found that marital 
adjustment and optimistic appraiser were positively 
related to well-being. 
Goyel and Sivach (1994) examined the relationship 
between subjective well - being and life stress among 
defence and civilian personnel of different age groups. 
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There were negative correlations between subjective well 
being and life stress. There was no significant differ-
ence among the different age groups of personnel in 
reporting subjective well-being. This showed that the 
age did not affect subjective well-being. Occupation 
affected the experience of subjective well- being of 
defence and civilian personnel. 
CHAPTER - THREE 
METHODOLOGY 
Subjects. 
The subjects consisted of 200 doctors representing 
to four different fields of specialization viz. Anaes-
thesia, Gynecology, Ophthalmology and surgery. There were 
50 subjects in each group. All the groups of doctors were 
working in the government and private hospitals or in 
nursing homes of Aligarh District. The mean age of Anaes-
thetics, Gynecologists, Ophthalmologist and surgeons were 
found to be 34.86, 34.72, 34.56, 34.80 respectively. Of 
the four different groups of doctor, the Gynecologist 
represented to the female subjects, whereas the other 
groups of doctor represented to the male subjects. 
Tools : 
Development of the Perceived Stress-Effects Scale: 
Item Preparaticm. 
40 items relating to stress effects, emanscting from 
two situational sources — conducting an operation and 
administration of anaesthesia were prepared. These 
items were then submitted to a group of 5 judges, psycho-
logists having specialization in clinical psychology or in 
stress research, for their comments and observations 
regarding the appropriateness of these items for the 
assessment of stress effects. Of the 40 items, 34 items 
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represented 100% agreement amongst the judges were 
selected to form the initial scale for study. 
Factor Analysis. 
The factor analysis was done on data of 200 doctors 
for the perceived stress effects scale. The 6 factors 
emerged after the application of varimax Rotation factor 
are: General Hassles, lack of control, emotional strain, 
negative affect, feeling of nervousness and fear of-
consequences. 
The clear picture of 6 factors with the items 
contained in each are presented in Table 2 of chapter 4. 
The Perceived Stress Effects (PSE) Scale consists 
of 31 items with the 4-point rating format. A numerical 
value of 0, 1, 2, and 3 was assigned to 'never', 'seldom', 
'sometimes' and 'frequently' response categories given 
against each item. The total score thus varies from 0 to 
93 showing the lowest to the highest levels of stress 
effects in doctors. The scale can also be scored area-
wise . 
Reliability. 
Cronbach's coefficient alpha for the PSE Scale was 
found to be .975. The Split-half reliability, correlating 
to odd-even items and applying the spearman- Brown formula 
for doubling the test length was found to be .863 
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Validity: 
Content validity. 
Content validity of the scale was adequately 
assured as only those items which shows 100% agreement 
amongst judges regarding their relevance for studying 
stress effects were selected. 
Percentile Norms. 
Percentile norms have been prepared for the 
doctors. These are to be interpreted in the manner 
presented in the following Table. 
Table I Percentile Norms. 
Percentiles Score Interpretation 
90 
75 
50 
25 
10 
39.50 
30.12 
20.77 
13.26 
8.33 
Very High 
High 
Average 
Low 
Very low 
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Psychological Well-Being(PWB) Questionnaire deve-
loped by Bhogle and Jai Prakash (1995) was used in the 
present study. The PWB Questionnaire comprised 28 items 
with the two alternative response categories- 'Yes' and 
'No'. The PWB questionnaire consisted of 13 factors 
including meaninglessness, somatic symptoms, selflessness, 
positive affects, daily activity, life satisfaction, 
suicidial ideas, personal control, social support, 
tension, wellness, general efficiency and satisfaction. 
The total score gives the estimation of the psychological 
well-being, i.e. higher score, higher the psychological 
well-being. 
The alpha coefficient and split-half coefficient 
were found to be .843 and .910 respectively. Test-retest 
coefficient was found to be .717. In terms of validity it 
correlates well, both with subjective well-being scale 
(r=.622) and with general well-being measure (r=.484). 
Procedure. 
Prior to data collection, the investigator 
explained the purpose of the study to subjects. A rapport 
was developed during the process. Doctors were told that 
their responses would be kept confidential and utilized 
only for the purpose of the research. 
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Each subject (i.e. doctor) was contacted indivi-
dually at his/her chamber or at the residence depending 
upon the mutual convenience of the investigator and the 
subjects. Perceived stress effects scale and psycholo-
gical well-being questionnaire required approximately 45 
to 60 minutes to complete. 
Data Analysis. 
The data were analyzed by means of factor analysis 
method, t-test, percentile and product moment correla-
tion melthod. 
CHAPTER - FOUR 
RESULTS AND DISCUSSION 
The obtained data was analyzed by means of factor 
analysis, t-test and product moment correlation method. 
The results are presented in Table 2 - 8. 
Table 2.1 Showing rotated and unrotated loadings on 
Factor 1. 
Factor 1 (General Hassles) 
Item No. Rotated Unrotated 
loadings loadings 
5 I am bothered by unimportant .410 .415 
thoughts. 
6 My stomach gets upset. 
7 I become immobilized. 
13 I feel depressed-
14 I feel sick. 
15 I get headache. 
16 I don't feel good-
17 I get muscle pains» 
20 I feel helpless-
22 I feel powerless-
. 6 5 2 
. 5 5 2 
. 5 6 3 
. 4 5 8 
. 5 2 7 
. 6 1 8 
. 6 1 2 
. 5 6 8 
. 5 9 7 
. 5 7 6 
. 6 1 6 
. 6 1 9 
. 5 1 0 
. 5 1 0 
. 4 3 6 
. 4 8 6 
. 6 9 8 
. 6 7 7 
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Table 2.2 Showing rotated and unrotated loadings on 
Factor 2. 
Factor 2 (Lack of control) 
Item No. Rotated Unrotated 
loadings loadings 
18 I have troubled breathing. 
27 I get involve in fidgeting. 
28 I feel my blood pounding. 
29 I lose interest in work. 
34 I withdraw. 
32 I feel embarassed. 
551 
663 
498 
687 
532 
524 
.283 
.513 
.279 
.476 
.409 
.299 
Table 2.3 Showing rotated and unrotated loadings on 
Factor 3. 
Factor 3 (Emotional Strain) 
Item No. Rotated Unrotated 
loadings loadings 
1 My heart beats faster. 
2 I feel anxious. 
21 I feel angry. 
33 I argue with others. 
536 
589 
595 
425 
-.544 
-.351 
-.394 
-.266 
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Table 2.4 Showing rotated and unrotated loadings on 
Factor 4. 
Factor 4 (Negative Affect) 
Item No. Rotated Unrotated 
loadings loadings 
9 I can't stop thinking worrisome -.488 -.261 
i:hougbts. 
19 I have trouble in sleeping. -.469 -.290 
30 I get irritated. -.663 -.382 
31 I become impatient. -.641 -.445 
Table 2.5 Showing rotated and unrotated loadings on 
Factor 5. 
Factor 5 (Feeling of Nervousness) 
Item No. Rotated Unrotated 
loadings loadings 
8 I perspire. .679 .522 
10 I find it difficult to .592 .560 
concentrate. 
11 I worry too much about things .525 .282 
that don't really matter. 
23 I feel frustrated. .404 .283 
25 I walk briskly. .483 .173 
67 
Table 2.6 Showing rotated and unrotated loadings on 
Factor 6. 
Factor 6 (Fear of consequence ) 
Item No. Rotated Unrotated 
loadings loadings 
3 I imagine terrifying scenes. .679 .558 
24 I have strange thoughts. .438 .453 
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Table 3 Showing eigen values, percentage of variance, and 
cumulative percentage accounted by factors. 
Factors Name No. of Eigen Percentage 
items values of variance 
Cumulative 
percentage 
of Eigen 
values 
1. General 
Hassles 10 7 . 7 2 7 5 0 . 0 0 0 .227 
2 . Lack of 
Control 6 1.859 12.02 0.281 
3. Emotional 
Strain 4 1.665 10.77 0.330 
4 . Negative 
Affect 4 1.523 9.85 0.375 
5. Feeling of 
Nervousness 5 1.381 8.93 0.416 
6. Fear of 
Consequence 2 1.299 8.40 0.454 
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Table 7 Indicating comparison between the Mean Scores of 
different group of doctors on Psychological well-
being. 
Comparison 
group N Mean SD 
2 . 3 9 
3 . 6 7 
2 , 3 9 
3 . 1 1 
2 . 3 9 
4 . 1 4 
3 . 6 7 
3 . 1 1 
3 . 6 7 
4 . 1 4 
3 . 1 1 
4 . 1 4 
t - v a l u e 
5 . 3 6 
9 . 4 5 
6 . 8 7 
2 . 8 2 
1 . 6 8 
0 . 8 2 
Anaesthetics 50 18.06 
Gynecologists 50 21.38 
Anaesthetics 50 18.06 
Ophthalmologists 50 23.30 
Anaesthetics 50 18.06 
Surgeons 50 22.70 
Gynecologists 50 21.38 
Ophthalmologists 50 23.30 
Gynecologists 50 21.38 
Surgeons 50 22.70 
Ophthalmologist 50 23.30 
Surgeons 50 22.70 
< .01 
< .01 
< .01 
< .01 
> .05 
> .05 
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Table 8 Pearson Product Moment Correlations: Psychological 
well-Being Scores and Perceived Stress Effects Scores. 
Subjects N r-values 
Anaesthetics 
Gynecologists 
Ophthalmologists 
Surgeons 
Overall 
50 
50 
50 
50 
200 
- . 1 7 
- . 7 3 1 
- . 5 6 0 
- . 7 9 7 
- . 6 8 
> 
< 
< 
< 
< 
. 0 5 
. 0 1 
. 0 1 
. 0 1 
. 0 1 
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Thirty four, a priori clusters of Perceived Stress 
Effects (PSE) Scale were factor analyzed by using principal 
component method. Six factors were derived and rotated by 
the varimax method. The criterion that eigen value should 
not be less than one. The factor loading of .40 has been 
considered as a cut-off point. Tables 2.1 - 2.6 shows 
various factors and its item loadings. 
Factor I, 'General Hassles', has included 10 items 
with a range of factor loading from .410 to .652.. It 
shows 50 per cent of the total variance. Doctors with 
high scores on this dimension are bothered by unimportant 
thoiights, tend to be depressed, helpless, and powerless 
and complain of a variety of minor health problems such as 
stomach upset, immobilization, headache and muscle pains. 
This factor includes a wide variety of symptoms associated 
with depression. 
Factor II consists of six items having a loading 
range of .498 to .687. The factor is named as 'lack of 
control' which indicates troubled breathing, involvement 
in fidgeting, blood pounding, lower interest in work, 
feeling of embarrassment and the tendency of withdrawl 
among doctors. The factor explains 12.02 per cent of the 
total variance. 
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Factor III is labeled as 'Emotional strain'. The 
factor contains four items and the loadings are in 
negative direction. The content of the items representing 
to this factor are: heart beating, anxiety, anger and 
argument with others. The factor explains 10.77 per cent 
of the total variance. The factor loadings range from 
.425 to .595. 
Factor IV comprised from items showing 9.85 per 
cent of the total variance. The factor loadings are in 
negative direction which varies from .469 to .663. The 
factor is named as 'Negative affect' because it has been 
widely found to produce difficulty in thinking on worrisome 
thoughts, trouble in sleeping, irritation and impatience. 
Factor V viz., 'Feeling of Nervousness' indicates 
the tendency of perspiration, difficulty in concentration, 
unconcerned worries, frustration and walking briskly among 
doctors. It contains five items with a range of factor 
loading from .404 to .679. It explains 8.93 per cent of 
the total variance. 
Factor VI shows 8.40 per cent of the total 
variance. The factor loading varies from .438 to .679. 
It contains only two items having positive loadings. The 
factor has been labeled as 'fear of consequence' which 
involves the imagination of terrifying scenes and strange 
thoughts. 
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The eigen values representing to six factors are 
also given in Table 3. The first factor has got high 
eigen values (i.e. 7.727). On the remaining five factors 
of PSE scale, the eigen values are less than 2.0. The 
cumulative percentage of eigen values representing to 
factors from 1 to 6 are found to be 0.227, 0.281, 0.330, 
0.375, 0.416, 0.454 respectively. 
Table 4 indicates the Mean and standard deviation 
scores of anaesthetics, gynecologists, opthalmologists and 
surgeons on six factors of the perceived stress effects 
scale. 
Table 5 gives information about the comparison 
between the mean scores of four group of doctors on six 
factors of stress. The mean value of anaesthetics is 
significantly higher than the gynecologist {t=5.02, p<.01) 
ophthalmologists (t=16.28, p<.01) and surgeons (t=8.13, 
p<.01) on 'general' factor of stress. 'General Hassles' 
is a common behavioural response to situational stress. 
In the case of anaesthetics it is more pronounced as 
compared to other doctors. The frequent administration of 
anaesthesia dose by anaesthetics testifies to the 
widespread belief that the alteration of normal state to 
get to sleep, faint or coma state through chemical is the 
most appropriate remedy for conducting an operation. When 
symptoms such as depression, powerleg^neSs ,^"he"i^l^sness, 
ii_ n^^-^^^ 
J 
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etc., appears among them, may be a problematic situation 
for effective functioning. The benefits not withstanding, 
if one routinely administers drugs in orders to get to 
sleep, problems are likely to result. Gynecologists 
scoring significantly higher than those of ophthalmo-
logists (t=9.65 , p<.01) and surgeons (t=3.00, p<.01) on 
'general hassles'. Gynecologist, who are habitual of 
conducting cesarion exhibits behavioural symptoms that 
interfere with functioning and leads to stress. Cesarion 
opertion poses serious health risks to both patient and 
doctor. This finding may also be explained in terms of 
the extent that men and women differ in their perceived 
need to manage stressful situation i.e. operation. The 
mean value of surgeons is significantly higher than that 
of opthalmologist (t=6.00, p<.01) 'general hassles' factor 
of stress. It is important to realize that sometimes 
performing an operation or surgery becomes problematic for 
the doctors. Surgeons exhibit more stress effects than 
the ophthalmologists because of the fact that operation of 
any parts of body other than eye is more risky. 
Anaesthetics scoring significantly higher than 
those of gynecologists {t=4.36, p<.01), ophthalmologists 
(t=8.37, p<.01), and surgeons (t=2.13, p<.05) on 'lack of 
control' factor of stress. Anaethetics have little 
freedom to do things in their own way and in their own 
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time, have less 'autonomy', participate less in decisions, 
or have less control over the events. This is the reason 
for scoring high on lack of control factor as compared to 
gynecologists, ophthalmologists and surgeons. The mean 
scores of gynecologists and surgeons are significantly 
higher than that of ophthalmologists (t=4.66, p<.01; 
t=5.03, p<.01) on lack of control factor. That is, 
gynecologists and surgeons usually work under different 
pressures, from senior colleagues and clients, and of 
course from the kith and kin of patients. Repetitive work 
involves lack of control. Some doctors repeated exactly 
the same opertion on every turn. Significant differences 
does not exist between gynecologists and surgeons on lack 
of control factor (t=1.72, p>.05). 
On 'Emotional Strain' factor, significant differ-
ences exist between anaesthetics and gynecologists 
(t-4.98, p<.01), anesthetics and ophthalmologists (t=6.23, 
p<.01), and anaesthetics and surgeons (t=4.97, p<.01). 
Evidently, symptoms of emotional strain are very wide-
spread among anaesthetics. Administration of 'drug to get 
to sleep or faint is a serious source of stress, resulting 
in emotional strain. How far a job is found to be stress-
ful depends partly on the personality of the individual, 
doing it?- It is often noted that the onus of responsi-
bility is put on the shoulder of anaesthetics for the 
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failure of any operation. Our finding suggest that 
emotional reactions of personal distress are negatively 
loaded among doctors. This finding implies that higher 
levels of emotional strain is associated with greater 
support behaviours. Significant differences are not found 
between the gynecologists and ophthalmologists (t=1.51, 
P>.05) gynecologists and surgeons (t=.127, p>.05) on 
'Emotional strain ' factor of stress. Gynecologists, 
ophthalmologists and surgeons use emotional strain with 
positive aspects in their lives. Perhaps they use it to 
turn a stressful situation into an opportunity for change 
and success and to direct their own personal power. 
The mean scores of anesthetics, gynecologists and 
surgeons are significantly higher than the ophthalmolo-
gists (cf. Table 4 & 5) on 'negative affect' factor of 
stress. This factor involves negative mood states, it may 
decrease or increase the helping behaviour, depending upon 
the doctor's focus of attention and feeling of personal 
responsibility to help the patient. People in a negative 
mood may be helpful, but only if it offers relief of their 
own negative state (Cialdini & Kenrick, 1976). Doctors and 
patients is a dynamic interaction process, it can be 
influenced by the mood and problems of the patient, as 
well as by the feeling of the doctors. It might be noted 
that all groups of doctors scoring high negative loadings 
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on this factor are not due to an absence of feelings of 
empathy and sadness toward their patients than the 
ophthalmologists. Thus, negative affect of doctors 
appeared to feel concern for their patients, also their 
negative affect seemed to prevent them from damaging 
bodily and mental stress. The balanced emotional release 
is a powerful force in changing our lives for the better. 
Significant differences do not exists between the anaes-
thetics and gynecologists (t=1.25, p.>.05), anaesthetics 
and surgeons {t=1.63, p>.05) and gynecologists and surgeons 
(t=.745 p<.05) on 'negative affect' factor. These 
findings suggest that the negative affects among anaes-
thetics, gynecologists and surgeons builds up a stress 
which depletes the body energy. They understand the 
importance of releasing stress and forces within them. 
Since these doctors are exposed to condition of threat or 
work under pressure negative affect is a self-oriented 
style, a response to a stressful situation. 
Anaesthetics scoring significantly higher than 
those of gynecologists (t=4.10, p<.01) ophthalmologists 
(t=11.79, p<.01), and surgeons (t=4.93, p<.01) on 'feeling 
of nervousness' factor of stress. The mean score of 
ophthalmologists is significantly lower than those of 
gynecologists (t=7.93, p<.01) and surgeons (t=7.55, p<.01) 
on 'feeling of nervousness'. From the findings, it appears 
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that only the ophthalmologists take the operation as 
controllable and pleasant, they are more likely to feel 
effective to solve the problem of patients. Anaesthetics 
as compared to gynecologists, ophthalmologists and 
surgeons are more likely to feel nervous and use 'dismiss' 
behaviours. Gynecologists' feeling of nervousness can be 
described as emotionally expressive, concerned with their 
own and others feeling states. 
The mean scores of anaesthetics, gynecologists, 
surgeons are significantly higher than those of ophthal-
mologists (cf. Tables 4 & 5) on 'fear of consequence' 
factor of stress. Fear of consequence is associated with 
events such as imagination of terrifying scenes and 
occurrance of strange thoughts which threaten the doctors 
personal and social adaptation. When doctors experiences 
their limitations to perform surgery and to administer 
dose of anaesthesia , or the trauma of life of the 
patient, it may be adaptive to engage in ruminative think-
ing. Associating fear of consequence with the ophthal-
mologists has been found low which leads to positive 
actions such as helping, cooperation, responsibility and 
management on behalf of the patients. Ophthalmologists 
understand that the loss of eyesight may create strains or 
intensify problems and thus may involve themselves more in 
solving the complaints. Significant differences are not 
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found between the mean scores of anaesthetics and gyneco-
logists (t=1.13, p>.05) anaesthetics and surgeons, (t=.703 
p>.05), and gynecologists and surgeons (t=1.73, p>.05) on 
'fear of consequence' factor. These findings suggest that 
stressors are more likely to produce stress of the same 
magnitude among every group of doctors. Whether the 
doctors anticipate an event happening or not whether there 
has been a prior experience with the stressor, also seems 
to determine degree of perceived stress which manifests in 
the form of fear of consequence. To be precise, fear of 
consequence acted as a mediator of stress. 
The mean score of anaesthetics is significantly 
lower than the mean scores of gynecologists (t=5.36, 
p<.01), ophthalmologists (t=9.45, p<.01) and surgeons 
(t=6.87, p<.01) on psychological well-being. The mean 
scores of ophthalmologists is significantly higher than 
the gynecologists on psychological well-being (t=2-82, 
p<.01). These findings indicate that the anaesthetics's 
psychological well-being is largely affected due to their 
roles in the world of work, expectations and stress 
effects emanating from the roles and responsibilities. 
Reports of positive factors (self-esteem, positive affect, 
involvement in daily activities, satisfaction with life, 
personal control, social support, wellness and general 
efficiency etc. are best interpreted as positive domain of 
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experience with gynecologists, ophthalmologists and 
surgeons. In other words, greater is the feeling of 
psychological well-being among these group of doctors. 
Ophthalmologists as compared to gynecologists perceive 
themselves as more meaningful, helpful and mentally 
healthy which leads to their high psychological well-
being. The ophthalmologists goal of looking after the 
patient can also lead to their higher psychological well-
being. This finding may be corroborated by the Haring et 
al.(1984) results favouring men plausibly reflect negative 
as well as positive well-being. 
Significant difference have not been found between 
the mean scores of gynecologists and surgeons (t=1.68, 
p>.05) and ophthalmologists and surgeons (t=.82, p>.05) on 
psychological well-being. This suggests that the psycho-
logical well-be^ng as measured by this questionnaire are 
equally important for the gynecologists, ophthalmologists 
and surgeons. All of them share the same capacity and the 
opportunity to use the psychological well-being in a 
positive way. These findings have also demonstrated that 
the gynecologists, ophthalmologists and surgeons are more 
particularistic, in that they reflect the outcome of 
specific activity. For example, judgements of well-being 
with the domain of surgical operation of patients may be 
an important predictor of overall happiness with life for 
doctors. 
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Significant negative correlation coefficients have 
been found between the psychological well-being scores and 
perceived stress effects scores among gynecologists 
{r=-.731, p<.01), ophthalmologists (r=-.560, p<.01), and 
surgeons (r=-.797, p<.01), and in the overall sample 
(r=-.68, p<.01). Results indicate that the stress effects 
associated with a stressful situation do not influence 
psychological well-being among these group of doctors. 
These findings implies that doctors with high level of 
stress effects are less likely to show psychological well-
being in the face of stressful situation. Findings may 
best be interpreted in Lazarus and De Longis (1983) terms 
concerning to coping responses and psychological well-
being: "People are rarely passive in the things they can, 
and when they cannot they use cognitive modes of coping by 
which they may change the meaning of the situation" 
(p.248). This also applies to doctors. In addition, 
doctors also employ problem-focussed coping strategies to 
eliminate the stress effects associated with the surgical 
operation via conducting successful operation and conse-
quently meet the criteria of psychological well-being. 
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APPENDICES 
PERSONAL DATA SHEET 
Name 
Age 
Marital Status 
Education 
Occupation & Designation 
Job Experience 
Working Hours 
Monthly Income/Salary 
No of Operations done 
(Approx. No.) 
Address 
P.S.E. SCALE 
INSTRUCTIONS. 
Although surgery may be a matter of routine for 
doctors, yet the cruciality of the situation may result in 
varying degree of stress. Visualize a situation as if you 
are/were going to perform an operation. Read the items 
below and indicate how they then apply to you. Your 
answers to these items can be based on recent past or 
present experience. Check all the items listed below by 
putting tick mark ( ^  ) on any one of the four alternative 
response categories that represents your feeling truely. 
Never Seldom Somet- Frequen-
times tly 
(1) My heart beats faster. 
(2) I feel anxious. 
(3) I imagine terrifying 
scenes. 
(4) I pace up and down 
nervously. 
{5) I am bothered by un-
important thoughts. 
(6) My stomach gets upset, 
(7) I become immobilized. 
(8) I perspire. 
(9) I can't stop thinking, 
worrisome thoughts. 
Never Seldom Some- Frequen-
times fly 
i> I find it difficult to 
concentrate. 
I worry too much about 
things that don't really 
matter. 
I get diarrhoea 
I feel depressed. 
I feel sick. 
I get headache. 
I don't feel good. 
I get muscle pains. 
I have troubled breathing. 
I have trouble in sleeping. 
I feel helpless. 
I feel angry. 
I feel powerless. 
I feel frustrated. 
I have strange thoughts. 
I walk briskly. ~ 
I smoke/take medication. 
I get involve in fidgeting._ 
I feel my blood pounding. 
I lose interest in work. 
I get irritated. 
I become impatient. 
Never Seldom Some- Frequen-
times ly 
(32) I feel embarassed. 
(33) I argue with others. 
(34) I withdraw. 
(35) 
(36) 
(37) 
(38) 
(39) 
(40) 
PWB QUESTIONNAIRE 
Given below are a numer of questions regarding health/ 
well-being, attitudes and interests. We request you to answer 
them by encircling Yes if the answer is true or mostly true of 
you and No if the answer is false or mostly false. There are 
no right or wrong answers. All the information given by you 
will be kept confidential. Please cooperate with us and 
answer frankly. 
THANK YOU. 
01. On the whole I would say my health is good. YES NO 
02. Compared to others of my age and background 
I am better of. YES NO 
03. In the past I have received much support/ 
when I really needed it. 
04. My life often seems empty. 
05. I have recently been getting a feeling of 
tightness or pressure in my head. 
06. I feel worthless at times. 
07. I have felt pleased about having accomplished 
something. YES NO 
08. I have recently felt capable of making 
decisions about things. YES NO 
09. Life is better now that I had expected it to be. YES NO 
10. I have recently thought of the possibility that 
I may kill myself. YES NO 
11. In my case, getting what I want does not 
depend on luck. YES NO 
12. I have recently been getting edgy and bad 
tempered. YES NO 
YES 
YES 
YES 
YES 
NO 
NO 
NO 
NO 
13. I have recently felt that on the whole 
I am doing things well. YES NO 
14. I have recently been feeling in need of a 
good tonic. YES NO 
15. I feel all alone in the world. YES NO 
16. I have recently been getting pains in my head. YES NO 
17. I feel I am a person of worth, at least equal 
to others. YES NO 
18. I have felt proud because someone complimented 
me on some achievement. YES NO 
19. I have recently been able to enjoy my normal 
day to day'activities. YES NO 
20. These are the best years of my life. YES NO 
21. I have recently found that the idea of taking 
my own life kept coming to my head. YES NO 
22. What happens to me depend on m& alone. YES NO 
23. I am happy/satisfied with the support I have 
received. YES NO 
24. I have recently felt constantly under strain. YES NO 
25. I have recently felt perfectly well and in 
good health. YES NO 
26. I have recently been satisfied with the way, 
have carried out my task. YES NO 
27. (In case married), considering everything 
I would say, in marriage, I am satisfied. YES NO 
28. on the whole, I would say that my life is 
satisfactory at present. YES NO 
